Introduction
The cause of both ulcerative colitis and Crohn's disease is still inconclusive, but several studies point to an association between these two diseases and also to a genetic and ethnic background. There has been little documentary evidence of inflammatory bowel disease in Asians and Africans and it is thought to be essentially a disease of temperate zones.' Recently O'Donoghue and Clark2 reported five patients with inflammatory bowel disease in West Indians of African stock living in Britain and stated that these diseases had not been reported in West Indians. Their patients were all Jamaicans, two of whom were born in the United Kingdom, and they suggested that exposure to The diagnosis of ulcerative colitis was made at sigmoidoscopy and by radiological examination with confirmation by histology. In 16 cases there was total colitis at the time of presentation, in 17 a distal colitis, and in one case only the rectum was affected (ulcerative proctitis). Two patients had extensive pseudopolypoid transformation of the mucosa, one developed cirrhosis of the liver with intrahepatic cholestasis, and another had an adenocarcinoma of the sigmoid colon as a complication of the colitis. One patient with severe total colitis died from a pulmonary embolism. There did not appear to be any socioeconomic preference, although many of the patients were above average in intelligence.
The 14 patients with Crohn's disease (9 men, 5 women) were aged 11 to 45 years, and six presented below the age of 29. Six were Negroes, seven were Indians, and one was Caucasian. Five It is concluded that finger clubbing is significantly commoner in Crohn's disease than ulcerative colitis. The focal stimuli for finger clubbing include mucosal inflammatory change and fibrosis mediated by the vagus and possibly other autonomic pathways acting as the afferent arc of a finger-clubbing reflex.
Trousseau' suggested the term finger clubbing for changes in the fingers first described by Hippocrates. Its pathogenesis remains unknown. The clinical assessment of finger clubbing is often unreliable and subject to errors made by different or even the same observers.3 Measurements taken from digital casts have shown that the hyponychial and profile angles provide the best objective evaluation of finger clubbing.4 Of the two, the hyponychial angle, which also incorporates the profile angle, is the more reliable (see fig 1) . The hyponychial and profile angles can now be measured clinically simply and effectively with the finger-clubbing shadowgraph.5 The normal range has been established in adults and children, and the method used in studies of finger clubbing in children with thalassaemia,6 cystic fibrosis, bronchial asthma, and congenital heart disease. 7 The association between finger clubbing and inflammatory bowel disease is well recognised,8'2 and patients with both conditions provide a useful model when studying pathogenesis.
